7~ VERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street

Waterbury, VT 05671-2306
http://www.dail. vermont.gov

Voice/TTY (802) 871-3317

To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

November 12, 2015

Ms. Heather Presch, Administrator
Springfield Health & Rehab

105 Chester Rd

Springfield, VT 05156-2106

Dear Ms. Presch:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
October 14, 2015. Please post this document in a prominent place in your facility.

We may follow-up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

Sl da e )

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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ek (EAESE-?DEFlClENC?! MUST 8E PRECECED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULOBE | °°M,§};,‘:-‘g oH
TAG | REGULATORY OR LEC IDENTIEVING INFORMATION) (R 7Y CROSS-REFERENCED TO THE APPROPRIATE . |
, : | DEFIGIENGY) |
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' An unannounced on-slte complaint investigation | F226 '
« wais conducted by the Divislon of Licensing end | ’
] PI’O?EC“ON on 10/1 4115, "ThBFE.WEﬂ:E regulatory ! Develop/Implement t
findings surrounding the investigatiot. : | Ab i lici ;
F 228 gq&asja(c) DEVELOP”MPLMENT ! F 296, USE/Neg ect, Etc Policies
SSZR JABUSE/NEGLEST, ETC POLICIES ' : _ !
Rk | The following was completed as |
The facility must develop and Implement writtery | l corractive action for all
| policlas and procedures that prohibit : :
| mistrestment, neglect, and abuse of residents ! residents found to be |
and misappropriation of resident propery. : ' potentiaily affected by the |
i i ; | alleged deficient practice.
1
' | Education will be provided to 'I
. This REQUIREMENT is not met as evidenced e staff on policy and the process
“hy: ' .
| Based on staff intetviews and record review, the that oc.curs In the event of a.n I
facility failed to implement thair written policies | ' allegation of abuse. Education 1

, and procedures for protection of a resldent afier | ‘will be completed by 11/11/15.
 allegations of abuse for 1 of 2 residents in the l |
. sample, Residént #1. Findings include: ] ; An audit will be completed |
. Resident#1 has a diagnosis of Alzheimer's , i weekly by the DNS or designee
| Disegse and is dependont on staff forcare. 1t . to monitor the effecti
{ was reperted o the Director of Nursing (DON) on ! i © ectiveness of
BMEM5 that & allegation of physical abuse from ! the plan. The results of these
" & Llcensed Nursing Assistant (LNA) toward t ’ audits will be reported by the
1 resident #1 had occurred 1 gvening before - ‘
(B817186).  Per interview with the DON on . : DNS oa_' designee o the QAPI
10114715 at 2:44 PM, the Licensed Practical - [ l committee. The QAP
Nurse (LPNjEifatmaidmiiidiiianiEie committee will evaluate the
! has actually worked a doubie shift from 3:00 PR | 4 g the inf :
' on 8/17/15 to 7:00 AM on Bf18/15, nor did s/he 1 , ata and act on the Information
| contact the administrator or DON at the time of | as indicated and at the end of
. the Incident. Per staterment of the LPN e/he was ,
. made aware of the allggation sbout 10:40 PMon | !

three months determine

1
]
|
|
|
1
‘.
1
I
!
|
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" 8/17/15. The DON confirmed thet the LNA ’ | further frequency of the audits.
. | :
LABORATORY DIRECTORS OR PROYIDERIGUPPLIER REPRESENTATIVE'S SIGNATURE THLE %% DATE
' hed Loy po 2o Sheclor Lfio]is

Aty dofictarioy siatornont snding with an aclersk (-) denotes a deficiency which the instiution may be extused from comeoting providing it is determined tat
oth};r safeguzyrds pravide Bu‘lﬂl:ignlprotecﬂon o the patients, (S inevuctions.) Except for nursing hames, uu? findings stated above are disciraable Boidr?is
follening the date ef survey whether of not 2 plan of comaction is provided. For nursing homes, the above findings end plans of correction ars disclosabie
days follawing the date these dosuments sra made svsliable o the facilly. |f deficiencies are cited, an approved plan of corraction I3 rheyuinite to coftinusd
program participation.
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F 226 f Cortinued Frotn page 1 b g F250 Provision of Medically :
 should have been sent home and that the LPN Related Social Service %
_ should have notified him/her at the time s/he l i
leamed of the allegation. E [ The following was completed as |
F 250 483.15(g)X1) PROVISION OF MEDICALLY i

SSERPRELATED SOGIAL SERVICE

The facility mugt provide medically-releted social |

services to attain or maintain the highast !
. practicable physical, mental, and psychogocia

welkbaing of each resident . |

i This REQUIREMENT g not met ae evitencad
by.

! Based on staff interview and record raview, the
facliity falled to provide social setvices o attain or |

* maintaln the highest practicable mental and

: paychosocial well being afier an allegation of
abuse for 1 of 2 residents in the sampla, Resident)

, #1. Findings include: |

i

' Regident #1 has a dingnosis of Aizheimer's
Disaags and per interview with the ¢charge nurse

' on 19/14/16 at 1:35 PM, sfhe has cognitive

v deficit, During an attenipt to Interview the

i resident at 1:40 PM presented with no regponse !
to questions, but that s/he jumped when touched |

" by the nurse. On 8/17/15 there were all@gations

! of physical abuise from staff and this was made

I known to the Director of Nurses (DON) on ;

| 8/18/15. The charge nurae stated thats/he had

i heary that somegona had allegedly been rough

» gefting Residant#1 into the bad, During an

. Intsrview with the DON on 10/14/15 at 2:44 PM,

| sfe confirmed t'h%%%g’ o SHB SRRV

; @@Wﬁﬁfﬁﬁﬁmsv blastdssanamonitor

| Resiblant £1, for.psyshoseeialwel-being foll witig’

1
1
]
.
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|

corrective action for all

| residents found to have the |
! _ potential to be affected by the
i alleged deficient practice. A ’
il Psychosocial Evaluation was
i completed for Resident#lto |
. determine psychosocial .
| stability.

!

1

Education will be provided to i

Social Services staff regarding '

the completion of a ’
! psychosocial evaiuation in the
event bf an allegation of abuse.
Education will be completed by
11/11/15.

; A random audit will be
completed by the ED or '
! designee, as needed with
allegations of abuse to monitor
‘ the effectiveness of the plan.
| The results of these audits will ,
' be reported by the ED or i
] designee to the QAP ‘]

comrittee. |
]
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F 260 Continued From page 2 I F 250! The QAP committee will

- tha alleged incident,
F 280 A 483.20(d)(3), 483.10(k)(2) RIGHT TO
sSEHEPARTICIPATE PLANNING CARE-REVISE GP

I The resident has the right, unless adjudged
- incompetent or otherwise found to be
incapacitated under the Iaws of the Statg, 1o
paricipate in planning care and treatment or
\ changes in care and treatment.

A comprehengive ¢are plan must be developed

. within 7 days after the complstion of the
! comprehensive assegsment; prepared by an

. interdigciplinary team, that Includes the attending
physician, a registerad nuras with responsibility

, far the resldent, and other appropriate staff In
!

disclplfnes ag datermined by the resldent's needs,
and, to the extent praciicable, the participation of

the tesident, the resident's family or the residents !

i legal representative; and periodically reviewed

. and revised by & team of qualified peraans after

" each assessmant,

"his REQUIREMENT is not met as evidenced

by,

 Based on staff interview and racond raview, the
_faciiity failed to insure the revislon of care plans

“for 1 of 3 residents in the sampls, Resident #1.
! F’indrngs Include;

Re:sment #1 bas 8 diagnosis of Alzheimer's
| disease, per interview with the unit oh

' at 1:35 PM on 10/14/15 I TEE e
decl for the past thres (3)
requ res irarietars itior By wa

rge_nurse
4. 2 ﬁﬁ

| evaluate the data and act on
F 280[ the information as indicated
i and at the end of three months
determine further frequency of
I,F'i?'SD the audits
E F280 Right to Participate
Planning Care-Revise CP

The following was completed as

corrective action for all

residents found to be

potentially affected by the

i alleged deficient practice.

! Education will be provided to
nursing staff regarding the

: requirements for Care Plan

| revision and RN review of the
Care Plan. Education wili be

; completed by 11/11/15.

A weekly audit will be
conducted by the DNS or
desighee to monitor the
effectiveness of the plan. The
results of the audit will be
reported by the DNS or
designee ta the QAP

| commlttee,

b auq;kd nheliy poaiil o4 jFrbe

|
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